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C.L. "BUTCH" OTTER - Governor DEBBY RANSOM, RN, RH.1T - Chief
RICHARD M. ARMSTRONG - Direclor BUREAU OF FACILITY STANDARDS
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Boise, Idaho 83720-0036
PHONE: {208} 334-6626
FAX: (208) 364-1888
E-mail: fsbf@dhw,idaho.gov

June 23, 2010

Ferren Weeks, Administrator

Yellowstone Group Home #2 (Sunnybrook)
560 West Sunnyside Lane

Idaho Falls, Idaho 83401

RE:

Yellowstone Group Home #2 (Sunnybrook), Provider #13G064

Dear Mr, Weeks:

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey, which
was concluded at Yellowstone Group Home #2 Sunnybrook, on June 15, 2010.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1.

What corrective action(s) will be accomplished for those individuals found to
have been affected by the deficient practice;

How you will identify other individuals having the potential to be affected by the
same deficient practice and what corrective action(s) will be taken;

What measures will be put in place or what systemic change you will make to
ensure that the deficient practice does not recur;

How the corrective action(s) will be monitored to ensure the deficient practice
will not recur, i.e., what quality assurance program will be put into place; and,

Include dates when corrective action will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve compliance
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within 60 days of being notified of the deficiencies. Please keep this in mind
when preparing your plan of correction. For corrective actions which require
construction, competitive bidding, or other issues beyond the control of the
facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
July 6, 2010, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208) 334-6626.

Sincerely,

TAYLOR BARKLEY
Health Facility Surveyor
Fire Life Safety & Construction Program

TB/l]

Enclosure
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUA (X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY

AND PLAN OF CORRECTION IDEMTIFICATION NUMBER: A BUILDING 02 COMPLETED
13G084 B. WING 06/15/2010

NAME OF PROVIDER OR SUPPLIER STREET ADCRESS, CITY, STATE, ZIP CODE

YELLOWSTONE GROUP HOME #2 (SUNNYEBR 3245 SUNNYBROCK LANE
IDAHO FALLS, ID 83404

(X4} ID SUMMARY STATEMENT CF DEFICIENC.ES ID : PROVIDER'S PLAN QF CORRECTION (X5}
FREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMS’A—TE&}' ton
TAG i REGULATORY OR LSC (BENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
K 000 INITIAL COMMENTS K 000D

The facility is a single story, type V{000) F M e M'ﬂ
construction. ltis fully sprinklered with Quick -
- Response sprinkler heads. It has a complele fire ‘ ?/M 5% 4,3414,&%

alarm/smoke detection system. This home was
built/completed on February 23, 1998, Currently | :
it is licensed for 6 ICF/MR keds. 4 } wr

' The following deficiencies were cited at the above
facility during the annual Firef/life Safety survey

' conducted on June 15, 2010. The facility was
surveyed under the LIFE SAFETY CODE, 2000
Edition, Chapter 33, Existing Residential Board
and Care Occupancies, adopted 11 March, 2003.
!n accordance with 42 CFR 483.470.

" The annual fireflife safety survey was conducted
by:

Taylor Barkley
Health Facility Surveyor
Facility Fire Safety and Construction

KD046 | 483.470() 1)i) LIFE SAFETY CODE K046
STANDARD

. Utilities comply with Section 21.  32.2.51,
33.2.5.1

This Standard Is not met as evidenced hy:
Based on cbservation it was determined that the
facility failed to ensure that utilities complied with
Section 9.1, The facility had a census of five
clients on the day of the survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DATE

Any deficiency stfiement ending with g asterisk (%) denotes a deficiensy which {he instiftion may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are discloseble 90 days
following the date of survey whathar or hot a plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these dacuments are made avalilable to the facility. If deficiencies are cited. an approved plan of correction is requisite to confinued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete 888K21 If continuation shaet Puze 1cf 4

—.—PAGE 3{18 * RCVO AT 7/8/2010 2:23:58 PM [Mountain Caylight Time] " SVR:DHWRIGHTFAX/G * DNIS: 1888 * CSID;2085220224 * DURATION (mm-ss):03-54
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2085220224
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Printed: 06/23/2010
FORM APPROVED
OMB MNO. D938-0391

STATEMENT
AND PLAN O

OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
F CORRECTION IDENTIFICATION NUMBER:

13G064

{X2) MULTIPLE CONSTRUCTION
A. BULLDING 02
B. WING

{X3) DATE SURVEY
COMPLETED

06/15/2010

NAME OF PROVIGER OR SUPPLIER
YELLOWSTONE GROUP HOME #2 (SUNNYBR

STREET ADDRESS, CITY. STATE, ZIP CODE
3245 SUNNYBROOK LANE
IDAHO FALLS, [D 83404

{X4) D
PREFIX
TAG ‘

SUMMARY STATEMENT OF DEFICIENCIES
(EACH CEF|CIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

ID PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE CO'\%F;»TEQ 1N

TAG CROSS-REFERENCED T0D THE APPROPRIATE
DEFICIENCY}

K0046 ‘

Ko154

Continued From page 1

Findings include:

During the facility four on June 15, 2010 at 10:58
AM, observation of the kitchen revealed a
multiple electrical adapler in use. Findings were
noted by the Surveyor and the Facility
Maintenance Manager. This deficiency affected
all staff and clients present on the day of the

" survay.

Actual NFPA Standard
2000 NFPA 101

 8.1.2 Electric.
- Electrical wiring and equipment shall be in

accordance with NFPA 70, National Electrical
Cocde

483.470()(1)(i) UFE SAFETY CODE
STANDARD

Where a required automatic sprinkler system is

* out of service for mere than 4 hours in & 24-hour

period, the authority having jurisdiction shall be
notified, and the building shall be evacuated or an
approved fire watch system be provided for all
parties left unprotected by the shutdown until the
sprinkler systern has been returned fo service.
8.7.6.1

This Standard is not met as evidenced by:

Based on record review it was determined that
the facility did not have a fire watch policy for the
facility in the event of a sprinkler system failure,
The facility had a census of five clients on the day
of the survey.

KOD48

K0154

FORM CMS-2567{02-95) Previous Versions Obsclete

—PAGE 4/16 * RCVD AT 7/8/2010 2:23:58 PM [Mountain Daylight Time] * SYR:DHWRIGHTFAX/0 * DNIS: 1888 * CSID:2085220224 * DURATION (mm-s3):03-54.
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Printed: 06/23/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CEMTERS FOR MEDICARE & MEDICAID S8ERVICES OMB NG. 0938-03091

(Xt} PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING qz

13G064 B. WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

YELLOWSTONE GROUP HOME #2 (SUNNYBR 3245 SUNNYBROOK LANE
IDAHO FALLS, ID 83404

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES : D | FPROVIDER'S PLAN OF CORRECTION ' %5)
PREFIX ' {EACH DEFICIENCY MUST BE PREGEEDEO BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE CDW}TEET 1on
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

06/15/2010

K0154| Continued From page 2 K0154 }
The findings include: ‘

During record review of the facility's emergency
plans on June 15, 2010 at 10:59 AM, it was

| determined that the facility did not have a fire
"watch policy in the facility. Findings were noted by
i the Surveyor and the Facility Maintenance
Manager. This deficiency affected all staff and
clients present on the day of the survey.

K0155: 483.470(j)(1)(i) LIFE SAFETY CODE K0156
STANDARD

Where a required fire alarm system is oul of
service for more than 4 hours in a 24-hour period,
the authority having jurisdiction shall be notified,
and the building shall be evacuated or an

; approved fire

watch shall be provided for all parties ieft
unprotected by the shutdown until the fire alarm
systemn has been returned to service. $8.6.1.8

This Standard is not met as evidenced by:

Based on record review it was determined that
the facilily did not have a fire watch policy for the
facility in the event of a fire alarm system failure,
The facility had a census of five clients on the day
. of the survey.

The findings include:

Curing record review of the facility's emergency '
plans on June 15, 2010 at 10:59 AM, it was
determined that the facility did not have a fire
“waltch policy in the facility. Findings were noted by
the Surveyor and the Facility Maintenance !
Manager. This deficiency affected all staff and

FORM CMS-2567(02-93) Previous Versions Obsolete BB3KZ21 If continualion sheet Page 3 of 4
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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Printed: QB6/23/2010
FORM APPROVED
OMB NO. 0838-0381

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 0z
B WING
13G064 06/15/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
YELLOWSTONE GRCUP HOME #2 {(SUNNYBF 3245 SUNNYBRQOK LANE
IDAHC FALLS, 1D 83404
(4 ID | SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION ey
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED 3 FULL . PREFIX {EACH CORRECTIVE ACTION SHOULOD BE Co“g’t.:?é”o”
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . CROSS-REFERENGED TO THE APPROPRIATE A
J DEFICIENCY)
KD155| Continued From page 3 K0155
clients present on the day of the survey, '
2

FORM CMS-2567(D2-89) Previous Versions Obsclele

885K21

If continuation sheet Page 4of4
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PRINTED: 0672272010
FORM APFROVED

STATEMENT

OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

13G064

(X2} MULTIPLE CONSTRUCTION

A. BUILDING 02
B. WING

{%3) DATE SURVEY
COMPLETED

06/15/2010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

YELLOWSTONE GROUF HONE #2 (SUNNYBROOK| 3245 SUNNYBROOK LANE

IDAHO FALLS, ID 83404

x40 |
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

FREFIX
GEFICIENCY)

D PROVIDER'S PLAN OF CORRECTION I (X5)
[EACH CORRECTIVE ACTION SHOULD BE ! COMPLETE
TAG ‘ CROS5-REFERENCED TO THE APPROPRIATE DATE

M Qo0

MM309

. Impractical Evacuation Capability in accordance

| Bulldings on the premises used as facilities must

: standards that are applicable to ICF/MR facilities.

| 2587 form.

16.03.11 Inital Comments

The facility is a single story, type V(000)
construction. It is fully sprinklered with Quick
Response sprinkler heads. It has a complete fire
alarm/smoke detection system. This home was
built/completed cn February 23, 1998. Currently
it is licensed for 6 ICF/MR beds.

M00D |

The following deficiencies were cited at the
above facility during the annual Fire/Life Safety
survey conducted on June 15, 2010. The facility
was surveyed under the LIFE SAFETY CODE,
1976 Edition, " Lodging and Rooming Houses ™ |
contained in Chapter 11, " Lodging ahd Rocming
House Occupancies " and applicable provisions
of Chapters 01 through 07, Chapter 17 and
Appendices A and B cf the Life Safety Code,

with [IDAPA 16.03.11.

The annual fireylife safety survey was conducted

by:

Taylor Barkley
Health Facility Surveyor

| Facility Fire Safety ang Construction

16.03.11.110 Fire and Life Safety Standards
meet all the requirements of local, state and
national codes concerning fire and life safety

This Rule is not met as evidenced by:
Refer to federal deficiencies listed on the CMS

! MM309

1. K054 Fire walch policy for sprinkler system
failure.

LABORATORY DIRECTOR'S OR PROVIWPPLIER REFRESENTATIVE'S SIGNATURE TITLE

STATE FORM

eren i

021199

2.
7/

BBEKZ1

(X6) DATE

/M

W continuation sheat 1 af 2
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PRINTED: 06/22/2010

B - FORM APPROVED
Buréau of Facilily Standards
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA XZ) MULTIPLE CONSTRUCTION (%3) DATE SU
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . ), T ) )COMELETRE\JIJEY
A. BUILDING g2
B.WING
13G064 06/15/2010
NAME OF EROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
YELLOWSTONE GROUP HOME #2 (SUNNYBROQOK 3245 SUNNYBROOK LANE
IDAHO FALLS, ID B3404
(Xaym ~ SUMMARY STATEMENT OF DEFICIENCIES : in PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | {EACH DEF/GIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)
MM308 | Continued From Page 1 MM309
2. KD155 Fire watch policy for fire alarm system
failure.
l 3. K045 Multiple etectrical adapter.
STATE FORM b1 B8SK21 I continuzlion sheet 2 of 2

____ PAGE 8/16 * RCVD AT 7/8/2010 2:23:58 PV [Miountain Daylight Time] * SVR:DHWRIGHTFAX/0 * DNIS: 1888 * CSID;2085220224 * DURATION (mm-ss):03-54




Jul121008:16a Yellowstone Group Homes 2085220224 p.3

Fire Life Safety Plan of Co ion 7/6/2010

Home #2 Smnybrook@) y, scslodd ,/ﬂ o

K0046 ‘

The multiple wiring adapter has been removed. To assure that this deficiency doesn't
reoccur a policy will be written regarding muitiple adapters and extension cords. .
Responsible party is Ferren Weeks, Regional Administrator and will be completed by
7/10/2010. All staff will be in serviced on the policy and a copy will be placed in each
homes Work Safety Manual. All staff will also be in serviced on the Work Safety
Manual, its location in each home, and added to our Employee Orientation Packet.
Checking for improper use of these items will be added to the daily night shift
cleaning/responsibilities log.

Responsible person will be each Home Administrator to be completed by July 30th 2010

K0154

A fire watch policy has been developed and implemented in the event either system
becomes inoperable as stated in life safety standards K0154 and KO155. Responsible
party is Ferren Weeks, Regional Admimistrator and will be completed by 7/10/2010.

Currently when either system is in trouble or there is false alarm the maintenance person
is to be notified immedjately and if the maintenance person is unreachable then the
Regional Administrator will be contacted. The maintenance person is to theg:

1. Wotify the Regional Administrator. {If maintenance person is unavailable the Regional
Adminisirator will designate an employee to:)

2. Go to the location or direct the home staff how to correct the problem.

3. If unable to correct, our contract services will be contacted to correct the problem.

4, If unable to correct with in 4 hours then the fire watch policy will be implemented.

A copy of the Fire Watch Policies and Procedures will be provided to the Bureau. All
staff will be in serviced on the policy and a copy will be placed in each homes Work
Safety Manual. All staff will also be in serviced on the Work Safety Manual, its Yocation
in each home, and added to our Employee Orientation Packet.

Responsible person will be each Home Adminisirator to be completed by July 30th 2010.

K{0155- Please refer to KO

154 ’7 QJJJJ“
MM309(1 & 2) Please refer to K0154 7&%@‘/’ e

MM309 (#3) Please refer to K0046
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